© 2020 Saudi Journal of Anesthesia | Published by Wolters Kluwer -Medknow Sir, Given the ill-effects of hypothermia, preservation of intraoperative normothermia is of utmost importance. [1] To this end, fluid warmers are used to warm intravenous fluids and blood products prior to administration to patients and hence prevent hypothermia. We intend to report a complication associated with the use of a fluid warmer (Astotherm plus™), which can affect the patients' health very adversely.
Astotherm plus™ is a fluid/blood infusion warmer [ Figure 1 ], which consists of a heat exchange cylinder having slots on which an infusion line (Astotube) is coiled. As fluid/blood passes through the Astotube, it gets warmed due to coming in contact with the heat cylinder. The warm fluid/blood is then infused to the patient. This assembly is covered by a "heat protection sleeve" to minimize heat loss to environment.
A 32-year-old male patient being operated for a supratentorial meningioma was being administered packed red blood cells (PRBC) in view of ongoing blood loss during the surgery. The anesthesia team was using Astotherm plus™ blood and infusion warmer to warm the PRBCs before administration. During the course of PRBC administration, presence of air bubbles was detected in the blood infusion line distally to exit from the blood warmer. We ruled out any loose connections or any leak in PRBC bag or infusion set. However, upon opening the "heat protection sleeve" of the fluid warmer, we detected presence of Formation of air bubbles during blood warming with Astotherm plus™ L etters to Editor Figure 1 ]. We observed that with flow of blood, many of these small air bubbles were coalescing leading to air bubbles as long as 2 cm in the Astotube™. These air bubbles if administered intravenously can manifest as air embolism leading to disastrous complications. Occurrence of air bubbles continued even after administration of iv fluid post blood administration [ Figure 2 ].
Packed RBCs are stored at 4 degree Celsius and rapid warming causes decreased solubility of gases because the Bunsen solubility coefficients of gases existing in stored blood changes when blood is rapidly warmed toward 37 degree Celsius. We report this to caution fellow anesthesiologists to this possible complication while managing long duration surgeries.
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Ensuring safe journey of QL catheter: Problem rectified!
To the Editor, Course of a catheter placed in quadratus lumborum plane (QLP) after an ultrasound (US)-guided transmuscular quadratus lumborum block (TMQLB) is not always predictable. [1] The catheters either gets coiled or penetrates the anterior thoracolumbar fascia (ATLF). The ATLF is a very tight fascia and offers a very high resistance. Moreover, the compliance of QLP space is low. We noticed that the catheter buckles, coils, or penetrates with the bevel perpendicular to the ATLF. To overcome this situation, we conducted a pilot study in five American Society of Anesthesiologists-physical status (ASA-PS) I--II undergoing open nephrolithotomy.
Standard general anesthesia was administered in all five patients: 0.03 mg midazolam, 1.5 µg fentanyl, and 2--2.5 mg propofol, intravenously (IV). Tracheal intubation was done after achieving neuromuscular blockade with 1 mg/kg atracurium IV. In the lateral position with Shamrock technique, the quadratus lumborum (QLM), Psoas Major (PMm), and erector spinae (ESM) muscles were identified. Under strict asepsis (chlorhexidine solution and sterile draping), an 18 G Tuohy needle was inserted under US guidance using a curvilinear probe with an in plane approach. The bevel of the needle was kept upward and perpendicular to the QLM fibers [ Figure 1a ]. The bevel was then rotated to 90° from its initial position with the bevel facing cephalad and parallel to the QLM fibers [ Figure 1b ]. After identification of tip of epidural needle in the ATLF, the space was injected with 10 ml 0.375% ropivacaine after negative aspiration. The catheter was inserted with bevel parallel to the QLM fibers. We observed that the catheter insertion was smooth without resistance, without any evidence of coiling on USG [ Figure 1c ]. Another 10 ml 0.375% ropivacaine was injected through the catheter and was visualized in ATLF.
Studies have shown that ideal location of the tip of the catheter is observed in only 40% patients. Ease of insertion and length of catheter inserted does not predict final position of the catheter. [2] Coiling, knotting of catheters are frequent problem dependant on the length of insertion of catheters. [3] Whether the coil anchors the catheter or is a predisposition to knotting is debatable. The suggested length of the catheter in the perineural sheath is 3--5 cm. [4] The placement and final destination of the catheter depends on the tightness of the sheath around the nerve or the plexus. The compliance of the femoral or interscalene sheath would be different from a fascia iliaca sheath. The compliance can differ from one fascial compartment to the other. QLP is a tight compartment with low compliance offering increased resistance as opposed to fascia iliaca compartment (FIC).
Regardless of the needle tip position on US, if the bevel facing is cephalad the catheter in high compliant FIC will take its own course. This would not be probably the same situation in
